In the early 19th century, thorough examination of the chest required the physician to put his ear to the chest. This step was frequently omitted, either due to modesty or the unhygienic state of the patient. In 1816, Dr René Laënnec, a French physician, experimented with a rolled up piece of paper on a particularly reticent female patient and was surprised that the heart sounds were much clearer 1 . He spent three years testing various designs and settled on a hollow wooden tube, 3.5 cm in diameter and 25 cm long. He published this work in 1819. The stethoscope provided a new diagnostic tool for respiratory disease and by 1826 he had revised his work to correlate the many new sounds with post mortem findings. His work concentrated on pulmonary pathology as little was known about the physiology of the heart but he did distinguish two heart sounds.
In the aftermath of the French Revolution a more scientific approach to medicine developed in France. This scientific thinking spread to England and became prevalent in the medical schools of the 1830s. Most available treatment was ineffective but diagnosis was seen as the key to good medicine. Dr Jacob Bigelow stated in 1852: "…he is a great physician who, above other men, understands diagnosis. It is not he who promises to cure all maladies, who has a remedy ready for every symptom, or one remedy for all symptoms; who boasts that success never fails him, when his daily history gives the lie to such assertion." 2 John Snow, the first professional anaesthetist, studied at the Hunterian School of Medicine in London where the focus had previously been on anatomy but, in Snow's time, was beginning to incorporate more of the broader science curriculum. Emphasis was now on observation, experimentation and analysis, all of which Snow practised faithfully 3 . He was probably trained in the use of the stethoscope but he does not mention using one. Some of his case notes refer to him putting his ear to the chest during anaesthesia but only in response to a problem, not for routine monitoring.
By 1846 the stethoscope was part of the teaching course and there were many variations on Laënnec's design. Joseph Clover, Snow's eventual successor, noted both the use of the stethoscope and lists of sounds attributed to Laënnec in his student case notes. He seems to have had his own stethoscope as, on visiting his sick brother in January 1847, he notes: "The inf clav region afforded healthy resonance and breath sound-without expiration being unnaturally loud. Liver reaches 2 inches below the ribs. No tenderness. Thrill felt by the finger laid on the external jugular low down and also affording a bruit when examined by the stethoscope." 4 While the examination of patients became meticulous at this time, the same attention was not paid to preoperative assessment. Perversely, Snow considered it was better that patients be unwell before receiving ether: "Persons in robust health are sometimes less promptly and easily made insensible than others, and are more liable to excitement… Such persons, however, do not often require even a trifling operation, and if they do so, a little abstinence and purgation will place them in favourable circumstances for ether, if they wish to have it. And if a person in robust health should require an operation on account of an accident, the temporary depression consequent on the injury, and, usually also, loss of blood, would serve as preparation." 5 Stethoscopes may have entered the field of medical diagnosis but early anaesthetists relied largely on their powers of observation during procedures. Much of their monitoring revolved around establishing the level of anaesthesia. "In earlier cases I used to raise the eyelid to look at the pupil. I was not able to learn much from it… I soon found the eyelids furnished very good information with regard to the state of the patient." Snow goes on to describe the stage of excitement and the need to move through that into a state of quiet breathing. "If the skin becomes inclined to purple, the facepiece may be removed for half a minute… but there need be no alarm". He did palpate the pulse: "there is a good pulse,-a better pulse, indeed, generally than there would be if the operation were performed without the ether" 5 .
Monitoring patients in the early days of anaesthesia would have been extremely difficult. Many operations were around the head and neck, necessitating a great deal of manoeuvring by the anaesthetist. Operations were often performed outside hospitals in private homes, boarding houses and even hotels. Natural light would have been poor or nonexistent and the only artificial light came from oil lamps, tallow candles or occasionally, gas lights. Any artificial light would almost certainly have been directed at the surgical site. Under these circumstances anaesthetists observed what they could. They watched closely for any signs of deterioration and ceased administration of the anaesthetic at the first sign of trouble.
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